Objective: Tuberculosis of thyroid gland is encountered in only 0.1% -0.4% thyroid biopsies. We are presenting a case to emphasize inclusion of this rare disorder as a potential differential diagnosis during the assessment of thyroid lesions. Case report: 38-year female presented with a cystic nodule of left lobe of thyroid. Guided aspiration yielded only necrosed material. Biopsy revealed caseating granuloma with giant cells. Tuberculosis etiology was confirmed by PCR examination. Conclusion: Thyroid tuberculosis should always be considered as a probability during assessment of any midline cervical mass. Pre-operative diagnosis can avoid unnecessary surgery.
Introduction
Tuberculous thyroiditis is infrequently reported even from endemic areas [1, 2] . Before demonstration of glandular involvement in a case of disseminated tuberculosis by Lebert (1862), thyroid gland was considered immune from the disease [3] . Bruns (1893) reported similar involvement without any evidence of military or pulmonary tuberculosis [4] . Still today few cases are documented world wide [1, 5, 6] .
Incidence of thyroid tuberculosis varies from 0.1% -0.4% [1, 6, 7] . Possible attributable factors for relative resistance to infection can be intact thyroid capsule; rich vascular and lymphatic supply; high iodine content of the gland; bactericidal activity of colloid and thyroid hormones; enhanced phagocytic activity of gland macrophages as seen during hyperthyroidism [1, 2] .
Primary involvement of the thyroid gland can only be explained as reactivation of the latent focus of infection [4] . But secondary involvement can be haematogenous or lymphatic from distant sites (lung) or directly from local sites (larynx, lymph nodes), particularly occurring during progressive infection [1, 4] .
Case Report
38-year female presented with a smooth firm, globular swelling (3.5 × 3 × 2) cm 3 of left lobe of thyroid, gradually increasing since one year without lymphadenopathy or dyshormonogenesis. Ultrasonography demonstrated a cystic swelling (2.8 × 2.3 × 1.6) cm 3 . Subsequent biopsy revealed follicular destruction with caseating epithelioid granuloma containing Langhan's type giant cells ( Figure  1 ). Acid fast bacilli could not be demonstrated in Zheel Neelsion stained sections. Routine haematology and chest radiograph findings were within normal limit. Tuberculosis etiology was confirmed by polymerase chain reaction (PCR) of thyroid tissue sample.
Discussion
Few organs in our body are relatively resistant to tuberculosis like heart, striated muscles, pancreas, prostate, cervix and thyroid gland [1] . Rokitasky and Dasetal in there large series of thyroid biopsies and aspiration, respectively, reported 0.1% and 0.6% tuberculous lesion [5, 8, 9] . Because of rarity thyroid tuberculosis is seldom reported clinically [5, 8, 9] .
Clinical presentation of tuberculous thyroiditis is highly variable. Majority are middle aged women with a solitary, slow growing nodule and an euthyroid status, similar to the present case [5, 6] . Other features uncommonly encountered are-dysphonia, dysphagia or dyspnoea; thyrotoxicosis, or hypothyroidism; subacute thyoiditis; thyroid abscess; rapid enlargement with adherence mimicking cancer [1, 5, 6] .
Tuberculosis of thyroid may present with following morphological changes: multiple minute lesions mimicking miliary involvement; glandular enlargement due to caseating granuloma; cold abscess and sinus formation; chronic fibrosing tuberculosis simulating De Quervein's thyroiditis; rapid enlargement mimicking carcinoma due to acute abscess formation [1, 8, 9] . So, gross examination of excised gland often fails to confirm etiology [2] . Microscopically four variants of tuberculous thyroiditis have been documented: multiple minute tubercles of miliary disease, solitary or merging tubercles, foci of caseous necrosis or cold abscess and cicatrised tubercle foci [1] . Characteristic microscopic feature is destruction of thyroid follicle by necrotizing epithelioid granuloma containing giant cells [1, 5] . It can be differentiated from other granulomatous diseases of thyroid (sarcoidosis, granulomatous thyroiditis, fungal granuloma, granulomatous vasculitis or foreign body granuloma) by caseative necrosis and presence of langhan's type giant cells [9] . However, demonstration of acid fast bacilli from sections or culture should always be attempted, though often without success, as experienced by us [1, 5] .
Seed proposed three criteria for diagnosis of thyroid tuberculosis: 1) Demonstration of acid fast bacilli within thyroid; 2) A necrotic or abscessed gland; 3) Demonstration of tuberculous focus outside. The third criterion is not essential for confirmed diagnosis [1, 4] . Even bacteriological confirmation is not always achievable and characteristic histological finding reported from an endemic area is accepted as confirmatory [4] . In these cases polymerase chain reaction can be a reliable method to prove presence of Mycobacterium tuberculosis within thyroid, as utilized in the present case [7] .
Fine needle aspiration cytology can also confirm thyroid involvement by demonstration of epithelioid granuloma, necrosis and Langhan's type giant cells. But majority of the thyroid aspirates yield only necrotic material, as experienced by us [5, 7] . Successful attempts to demonstrate acid fast bacilli from necrosed material directly or after culture have been documented [7] . We missed this opportunity because of the lack of suspicion. Correct cytodiagnosis reduces unnecessary surgery as patients can be managed medically [1, 5, 7] .
Conclusion
We are presenting a rare case of thyroid tuberculosis as confirmed after histopathological examination. Despite rarity tuberculosis should always be considered as a possible diagnosis during the evaluation of thyroid biopsies. FNAC should be considered as the best option for diagnosis and pus or necrosed material aspirated from the thyroid must be subjected to appropriate microbiological examinations.
